If Los Angeles were a state, it would be the seventh largest in the United States.
It is larger than 142 countries. Those comparisons not only illustrate the city's size, they provide a sense of the difficulty of managing its public health care system. New York City and a few other very large urban areas share Los Angeles's problems, but most health care leaders in most cities cannot imagine the scope of the task we face.
VIOLENCE
In Los Angeles, one cannot talk about the health care system without talking about violence. In 1996, there were 42,000 calls to 911 for violence-related injuries, twice as many as were received for cardiovascular incidents. There is an epidemic of violence in Los Angeles that has not abated as significantly as has been the case in other parts of the country, although it is beginning to recede. Of the trauma related to violence, 80% is cared for in the public health system; at Los Angeles County Medical Center, roughly 30% of admissions are related to violence and associated injuries. 
SERVICE DELIVERY SYSTEM
The system in Los Angeles County cannot survive unless it is a combination, a public-private partnership. We have operated such a partnership for the past two years: the county's ambulatory care system has been expanded from 39 sites to 150, three-quarters of which are units outside the public health care system.
The public-private strategy permeates not just ambulatory care expansion, but virtually everything that is being done for urban health in Los Angeles. For example, in Los Angeles County, the University of Southern California Medical
Center is being downsized; we have decided to restrict it to 600 beds, although it is now licensed at 1,400. We are presently seeing 830 patients in that institution.
The decision presupposes contracting and working in collaboration with the private sector and recognizes the reality that the Los Angeles County health system cannot survive if it remains entirely in the public domain. It will not survive either, obviously, if it cedes everything to the private sector. The future of at least the health department of Los Angeles County is found in straddling both worlds, and it is something that we pursue in virtually every policy decision that we make.
R~-ENG'NECR~NG
LOS Angeles County, like other large urban health systems, is faced with the twin imperatives of increasing volume and reducing costs. To reduce costs, the system has undertaken a re-engineering project, the largest in the United States:
$294 million will be taken out of our base operating budget. Concurrently, we are engaging in a top-to-bottom review of everything we do and matching 
CRISIS IN PUBLIC HEALTH
The entire public health system is Los Angeles is changing. The changes are necessary, given the fiscal realities of present-day urban health care, but they are also risky, given what I perceive as a crisis situation in the nation's perception of public health.
I have been interested in public health for 20 years. That interest is seen as an oddity by my colleagues, the 120 to 140 physicians and nonphysicians who run both public and private integrated health systems in the United States; in fact, public health is the forgotten discipline in today's integrated health care system industry. Most people are focusing on making managed care more competitive and on ways to integrate primary care into the hospital system; they tend to avoid using words like "flagships" when talking about hospitals, preferring instead to talk about community-oriented primary care and market share and the like. Public health is not high on the agenda.
That attitude has produced not just a difficult situation, but a situation that borders on a crisis in the American health care industry. As the present revolution in health care proceeds, public health tends to get lost in the discussion; this can have serious consequences for the people in our urban areas, who have relied on some form of publicly supported care and for whom a public or populationwide perspective is essential. If difficult decisions must be made--and they must, as the Los Angeles experience shows--the public health view must be represented.
In Los Angeles, the health department undertook a study of our public health programs. The study examined the best practices in the United States and how to jump-start the public health program in Los Angeles. As a result of the study, I have committed to spend $20 million in public health over the next three years, in exchange for which certain changes must occur in public health leadership, public health administration, and the general focus of our programs.
The decision makes me nervous. The study is first rate and has been well received by the editorial staff of the Los Angeles Times, the governing board of Los Angeles County's health department, and others, but I am concerned because it relies on leadership: there is a dearth of leadership in public health programs today. It is a nerve-wracking experience, therefore, to think about spending $20 million in the midst of one of the largest urban laboratories in the United States, with more pathology yet to be accounted for, and yet to move the public health agenda without a small cadre of public health leaders.
There are few such leaders in Los Angeles. There are few in the United States.
382 FINUCANE I find it a major challenge to help cultivate that leadership and to see that it is entrusted with what I consider to be the most important part of our continuum.
All of the physicians who used to run health care systems were moved out with Medicare and Medicaid, and these services were turned over to laypeople.
It was assumed that they could read a balance sheet. So, all the physicians went back to business school to learn how to become managers. Then, all of the managers, who now were supposed to be leaders, began trying to figure out how to become leaders. In the middle of all that, we have this lack of leadership in public health at one of the most difficult times in public health's history.
Other public-health-oriented organizations can fill that gap and help decide how we are to train leaders who must be trained in public health if the urban health agenda is to be meaningful. For those organizations to succeed, or for any of us who are interested in public health to succeed, I would suggest that two factors be kept in mind.
First, most people in public health that I work with today cannot communicate outside the area of public health. That is a major handicap. We need to communicate in broader arenas and make that communication relevant to the policy makers in the United States, whether they are the chair of the health committee for the California Assembly or the Secretary of Health and Human Services.
Public health leaders must learn how to commute public health's agenda in a more meaningful way.
Second, those of us with public health responsibility, or who comment on those with public health responsibility, have to begin to look for people to lead public health; these people must be examined not just for their scientific program or technical accomplishment, but for their behavior ability. That is, we need to explore, as organizations, what constitutes bona fide leadership behavior in today's environment, particularly as it relates to public health. That is a chore we should have begun a long time ago.
